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ABSTRACT

Background and aims: Physicians’ attitudes predict clinical decision making and treatment choices, but
the association between attitudes and behaviour is complex. Treatment guidelines for non-specific low
back pain (LBP) include recommendations of early assessment of psychosocial risk factors for chronic pain,
patient education and reassurance. Implication of these principles is demanding, and many patients are
not referred for appropriate treatments due to a lack of systematic screening of psychosocial risk factors
for chronic pain. Even though health care providers recognise the need for psychosocial assessment in
LBP, psychosocial issues are seldom raised in acute settings. The aim of this study is to evaluate how
physicians’ attitudes towards assessing psychological issues of LBP patients are associated with their
treatment practice, and to assess if their clinical actions follow current treatment guidelines.
Methods: The study was a mixed methods study of primary care physicians (n=55) in Finland. Physicians’
attitudes were measured with a psychological subscale of attitudes to back pain scales for musculoskeletal
practitioners (ABS-mp). Treatment practice of LBP was evaluated by asking physicians to describe a typical
LBP treatment process and by asking them to solve a LBP patient case. Members of the research team
individually evaluated the degree to which psychosocial issues were taken into account in the treatment
process and in the patient case answer. Qualitative and quantitative data were combined to examine the
role of attitudes in the treatment of LBP.
Results: The attitudes of physicians were generally psychologically oriented. Physicians who addressed
to psychosocial issues in their treatment practice were more psychologically oriented in their attitudes
than physicians who did not consider psychosocial issues. Only 20% of physicians mentioned psychoso-
cial issues as being a part of the LBP patient’s typical treatment process, while 87% of physicians paid
attention to psychosocial issues in the LBP patient case. On the level of the treatment process, radio-
logical investigations were over-represented and pain assessment, patient information and reassurance
infrequently performed when compared to LBP guidelines.
Conclusions: Although primary care physicians were generally psychosocially oriented in their attitudes
on LBP, psychological issues were inconsistently brought up in their reported clinical behaviour. Physi-
cians recognised the need to assess psychosocial factors. Those who were psychologically oriented in
their attitudes were more inclined to take psychosocial issues into account. However on a process level,
evaluation and treatment of LBP featured biomechanical principles. LBP guidelines were only partially
followed.
Implications: Clinical behaviour of physicians in the treatment of LBP is complex and only partly
explained by attitudes.

© 2012 Scandinavian Association for the Study of Pain. Published by Elsevier B.V. All rights reserved.

1. Introduction

Low back pain (LBP) is one of the most common health lim-
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of 60-85% [1,2]. In spite of its benign nature, non-specific LBP is
associated with major economic costs in terms of work day loss
and increased health care utilisation [3]. On an individual level,
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psychosocial risk factors increase the likelihood of an unfavourable
and disabling course of back pain [4-8].

Reviews and treatment guidelines for LBP help physicians to
direct clinical practice, improve health care quality and reduce
the use of ineffective treatments [9-11]. In the early stages of an
episode of non-specific LBP, guidelines recommend patient reas-
surance and information about the favourable prognosis, advice to
stay active and prescription of analgesics, if needed. Being aware of
psychosocial risk factors for chronic pain (“yellow flags”) is empha-
sised, and early screening of patients’ psychosocial condition and
beliefs about their back pain is recommended [9,12,13]. Although
physicians widely acknowledge guideline recommendations [14],
adherence among physicians varies [15,16].

Although a biopsychosocial approach in the treatment of LBP
is widely accepted, many patients with psychosocial risk factors
for chronic pain are not referred for appropriate treatments due
to a lack of systematic prognostic screening [17]. Psychosocial
aspects of LBP pain are seldom discussed by general practition-
ers in an acute setting [18,19]. Instead, many general practitioners
tend to focus more on medical explanations and treatments and
less on lifestyle and psychosocial factors [20]. Although health care
providers recognise the need for assessment of psychosocial factors
[21], some patients may be reluctant to discuss their concerns with
the clinician [22] making it difficult for the physician to bring up
emotional issues and beliefs. Patients with LBP expect pain relief,
information, instructions and patient-centred communication [23].
However, patients’ emotional distress can influence physicians’
attitudes and communication [24] and decrease willingness to con-
sider psychosocial issues.

Health care professionals’ attitudes and beliefs predict clin-
ical decision making, treatment choices and recommendations,
and they are also associated with the patients’ attitudes and
beliefs [25-32]. Understanding and predicting physicians’ clinical
behaviour is a challenging task [33], and the association between
attitudes and behaviour is not straightforward [34]. Physicians’ spe-
cial interest in back pain has been associated with beliefs reflecting
biomedical orientation towards LBP [35] whereas lower biomedical
scores on attitude measurement have been associated with using of
guidelines [36]. Studies on attitudes are often challenged by a ten-
dency of the participants to represent themselves in a favourable
light, which makes it difficult to know whether the respondent
reports his or her actual behaviour or an ideal of it.

The aim of present study was to evaluate primary care physi-
cians’ attitudes towards considering psychological issues of a LBP
patient, and to assess if attitudes are associated with reported treat-
ment actions. We also wanted to find out if clinical treatment
practice of LBP patients as described by their physicians follows
the principles of current treatment guidelines.

2. Materials and methods
2.1. Participants

A convenience sample of 55 primary care physicians at 11
municipal primary care health centres in the Hospital District of
Southwest Finland participated in the study between November
2006 and September 2007. These health centres participated in a
prevention of chronic LBP project organised by Turku University
Hospital Pain Clinic in 2006-2008. Questionnaires (n=145) were
sent 6 weeks before beginning of the project to the municipal pri-
mary care health centres and physicians were invited to take part
in the research. Fifty-five physicians agreed to participate in this
study. The study protocol was approved by Hospital District of
Southwest Finland.

Table 1
Psychological subscale of the attitudes to back pain scale for musculoskeletal prac-
titioners [32].

[ explore the psychological problems that my patient is facing.

I often find myself providing psychological support to patients.

It is essential that I know about my patients’ psychological difficulties.
I try to avoid probing into my patients’ personal problems.?

2 Reversed coding.

2.2. Socio demographics

Age, sex and years of work experience since graduation were
recorded.

2.3. Attitudes and beliefs about LBP

Primary care physicians’ attitudes and beliefs about LBP treat-
ment were assessed using the psychological subscale of the
attitudes to back pain scale for musculoskeletal practitioners (ABS-
mp) questionnaire, which is a 19-item questionnaire designed to
assess health care professionals’ attitudes to back pain and their
impact on clinical practice [37]. The psychological subscale of ABS-
mp consists of four items which measure practitioners’ willingness
to consider psychological issues of their patients (see Table 1).
Respondents rate each statement on a seven point Likert scale
(1 =extremely disagree and 7 =extremely agree), and the highest
possible total score is 28 (range 4-28). A mean score of 20 on the
psychological subscale has been considered as high endorsement
of psychosocial factors [38].

The questionnaire was translated into Finnish by a member of
the research group (AV) and by a professional translator. Incon-
sistencies and differences in the translations were few and they
were discussed by the research group to synthesise a version into
which all agreed. A preliminary translation was piloted by seven
health care professionals. No changes in the questionnaire were
made as the respondents did not comment or report any problems
with completing it.

2.4. LBP treatment practice in primary care

2.4.1. Typical treatment process of LBP

In order to map the typical clinical treatment practice of a LBP
patient, primary care physicians were asked to “describe the typical
process of a LBP patient in the health centre from the perspective of
your own professional group”. The aim of the process description
was to find out the typical process of a LBP patient reflecting the
respondents’ actual, clinical behaviour. The number of each emerg-
ing topic concerning examination, assessment and treatment was
calculated. Two members of the research team (AV and NH) individ-
ually evaluated if psychosocial issues were taken into account in the
process description (0=not taken into account and 1=taken into
account). If the physician mentioned emotional factors, patient’s
expectations, reassuring patient, assessment of psychosocial fac-
tors or consideration of psychosocial services as a treatment option,
his/her answer was rated as 1. Dichotomous rating was chosen
since the respondents’ answers were short and only few if any
psychosocial issues were raised up per answer.

2.4.2. Patient case

A LBP patient case was constructed by the research group (NH,
AV and SS). The case (see Appendix A), consisting of approxi-
mately 200 words, described a patient with an episode of acute
LBP, psychosocial risk factors (“yellow flags”) and past episodes
of musculoskeletal pain. The physicians were asked to provide
a written description about how they would pursue in the
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situation. The emerging topics concerning examination, assess-
ment and treatment were assessed.

Three members of the research team (AV, NH and SS) indi-
vidually evaluated the degree to which psychosocial issues
were taken into account (1 =psychosocial issues not considered,
2 =psychosocial issues modestly considered and 3 =psychosocial
issues well considered) in the answer. Between research team
members there was complete agreement in 74% of evaluations.
In 26% of the evaluations agreement was partial, indicating that
2 members had same judgement while one member disagreed. In
13 cases, the difference was between ratings 2 (psychosocial issues
modestly considered) and 3 (psychosocial issues well considered),
and in one case between ratings 1 (psychosocial issues not consid-
ered) and 2 (psychosocial issues modestly considered). Differences
in the evaluations were discussed by the research group to synthe-
sise a judgement to which all agreed.

2.5. Following of the LBP guidelines

A list of items about the principles of the assessment and man-
agement of a LBP patient was drawn from the international and
national guidelines on LBP and prevention of LBP [9,12,13]. These
items were pain assessment (localisation, intensity and neuro-
pathic symptoms), ruling out specific causes (red flags), informing
and reassuring patient, considering analgesic prescription, avoid-
ing routine imaging or laboratory tests, considering psychosocial
issues, prescribing short sick leave if needed, listing for a further
appointment and considering physiotherapy treatment. Each com-
ment on assessment, examination, treatment or rehabilitation of
LBP was collected from the written process description and patient
case answers. In addition, any comments related to referrals, clini-
cal setting and health care practitioners nominated were gathered.
The number of respondents mentioning each topic was then calcu-
lated and compared with the item list drawn from the guidelines.

2.6. Statistical analysis

The ABS-mp psychological subscale data was normally dis-
tributed (Kolmogorov-Smirnov =.95, p>.05) and parametric tests
were chosen for quantitative statistical analysis. A reliability anal-
ysis of the ABS-mp psychological subscale using Cronbach’s alpha
was carried out to verify the suitability of the subscale for use
in physicians’ professional group, since the ABS-mp is origi-
nally developed for chiropractors, osteopaths and physiotherapists
working in United Kingdom in primary care [37]. The subscale
showed satisfactory internal consistency («=.772). Demographic
variables were described with means and standard deviations
(mean + SD) or means and range. The association between demo-
graphic factors and ABS-mp psychological subscale was assessed
using Pearson correlations and t-tests.

In order to examine the role of psychological attitudes in the
assessment and management of LBP, qualitative and quantita-
tive data were combined. Differences in attitudes between two
groups based on the research team’s evaluation of the existence
of psychosocial issues in process description were examined using
independent samples t-test. Univariate analysis of variance was
used in evaluation of the differences in attitudes between groups
based on the degree in which psychosocial risk factors of chronic
pain are taken into account in the patient case. The latter was fur-
ther analysed by contrast tests with Bonferroni correction, since
assuming a directional effect of attitude towards action was con-
sidered justified.

Furthermore, the relationship between considering psychoso-
cial issues in process description and patient case resolving was
examined using Chi-square’s tests.

Table 2
Topics emerging from primary care physicians’ (N =54) description of a typical pro-
cess of low back pain. Number and percentage of physicians mentioning the topic.

Topic in the process description N %

Listed for a further appointment 38 70
Considering physiotherapy treatment 37 69
Radiological investigation 34 63
Medication 32 59
Referral to a specialist 30 56
Emergency clinic visit 29 54
Sick leave 29 54
Physical examination 14 26
Laboratory tests 9 17
Patient informing or reassuring 10 19
ENMG 7 13
Disability assessment or assessment of need of the rehabilitation 4 7
Referral to the psychologist 4 7
Nurse 3 6
Assessment of yellow flags by general practitioner 3 6

All statistical analyses were performed with the PASW Statistics
18.0 statistical software.

3. Results
3.1. Socio demographics

Fifty-four physicians (36 women and 18 men) with an average
age of 42 years (range 25-63 years) completed the study and were
included in the analysis. One physician completed only the ABS-mp
and was therefore excluded from the analyses. The average work
experience since graduation was 15 years (range 0-36 years).

3.2. Attitudes and beliefs about LBP

Physicians received relatively high scores in psychological sub-
scale of ABS-mp (21 +4, range 12-28). The ABS-mp psychological
subscale scores did not differ between genders and were not cor-
related with the respondents’ age or years of work experience.

3.3. LBP treatment practice in primary care

In the description of the typical process of a LBP patient, the
most frequent actions reported by the physicians were: listed for
a further appointment (70%), considering physiotherapy treatment
(69%) and radiological investigation (63%) (Table 2). In the patient
case answer, the most often mentioned actions were consider-
ing or assessing psychosocial risk factors for chronic pain (87%),
considering analgesic prescription (69%) and listed for a further
appointment (65%).

In the description of the typical process of a LBP patient, psy-
chosocial factors were addressed to some extent by 20% of the
respondents. The most frequently mentioned psychosocial topics
were: informing or reassuring the patient (19%), considering psy-
chosocial issues (13%) and considering of psychosocial services as
a treatment option (7%). 80% of the respondents did not address
any psychosocial related issues at their process description. In the
patient case, 87% of the respondents addressed psychosocial fac-
tors in their answer. The most often mentioned psychosocial topics
were: considering or screening depression or alcohol consumption
(78%), informing or reassuring patient (35%) and consideration of
psychosocial services as a treatment option (20%).

3.4. Following of the LBP guidelines

The number of respondents mentioning each guideline topic
(pain assessment, ruling out specific causes, informing and
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Table 3

General practitioners’ (N=54) compliance with guidelines on management of
low back pain (LBP). Number and percentage of the physicians mentioning topic
concerned.

Guideline topic LBP process LBP patient

description case

N (%) N (%)
Pain assessment 6(11) 3(6)
Ruling out specific causes (red flags) 14 (26) 24 (44)
Informing or reassuring patient 10(19) 19(35)
Considering analgesic prescription 32(59) 37 (69)
Radiological investigation 34 (63) 8 (15)
Laboratory tests 9(17) 11 (20)
Considering psychosocial issues 7(13) 47 (87)
Sick-leave 29 (54) 15(28)
Listed for a further appointment 38(70) 35(65)
Considering physiotherapy treatment 37 (69) 17 (31)

reassuring patient, considering analgesic prescription, avoiding
routine imaging or laboratory testing, considering psychosocial
issues, prescribing short sick leave if needed, listing for a further
appointment and considering physiotherapy treatment) in their
LBP process description and LBP patient case answers was cal-
culated. Compliance of general practitioners with LBP guidelines
varied depending on the item. Only few respondents reported
assessing pain in their LBP process description or LBP patient case
answer. Ruling out red flags and providing patient information
or reassurance were also relatively infrequently mentioned. More
than half of the respondents reported radiological investigations to
be a part of a typical LBP process. Results are summarised in Table 3.

3.5. Association of attitudes and beliefs with LBP treatment
practice

Physicians who addressed to psychosocial factors in the process
description had higher scores on the ABS-mp psychological sub-
scale (£(52)=-2.30, p<.05) than those who did not. Contrast tests
in the analysis of variance established that physicians who did not
consider psychosocial factors in the patient case were less psycho-
logically oriented in their attitudes than those who addressed these
factors well (t=4.65, p<.05) (Table 4). No statistically significant
association was found between considering psychosocial issues in
process description and patient case.

4. Discussion

Physicians’ willingness to communicate with the patient on an
emotional level is one of the prerequisites for the assessment of
psychosocial risk factors of chronic pain. In our study, primary
care physicians who addressed psychosocial factors in their clini-
cal work were more psychologically oriented in their attitudes than
physicians who did not consider psychosocial issues in their prac-
tice. These findings are in line with previous studies indicating that
health care practitioners’ beliefs and attitudes are associated with
their recommendations to patients, clinical decision making and
treatment choices [25,27,28,30,39-41].

Table 4

All physicians reached relatively high scores on the ABS-mp
psychological subscale, but consideration of psychosocial issues
in the process description differed distinctly from the patient
case. One in every five physicians addressed to psychosocial fac-
tors in their process description of a LBP patient. When plenty
of cues of the patient’s psychosocial status were presented in
the patient case, 87% of the physicians paid attention to psy-
chosocial factors and over a half of them made a plan to assess
or assessed these. The discrepancy between the process descrip-
tion and patient case answers may be due to the fact that
although a psychologically oriented attitude increases the likeli-
hood of considering psychosocial issues in the consultation room,
it may not be enough to produce clinical actions [42,43]. In atti-
tudes and behaviour, a change is a complex and demanding
process [44,45] and cognitive behavioural approach in training
of health care practitioners’ attitudes may be employed [31].
In the level of treatment process in our study, evaluation and
treatment of LBP featured biomechanical principles despite of
reported psychological-minded attitudes. Considering this discrep-
ancy, cognitive-behavioural approach might be a possible way to
elicit change.

Physicians’ clinical decisions and treatment choices direct
patients’ course in the health care system. In our study, respon-
dents’ view of the typical process with frequent mentions of
radiological investigation (63%) and referral to a specialist (56%)
may reflect more a biomechanical rather than biopsychosocial
perspective to LBP treatment. In previous studies, use of diagnos-
tic investigations have been explained by patients’ expectations,
attempts to give patient “peace of mind” or habitual behaviour
provoked by patients emotional distress, rather than actual clinical
need [14,46].

Only few respondents included pain assessment in their pro-
cess description and patient case answer and none reported use
of pain intensity measurement scales. This was somewhat surpris-
ing since assessment of pain intensity, frequency and location are
crucial in the diagnostics and choice of appropriate treatment and
in evaluating treatment response [47]. In the present study, every
third respondent mentioned informing or reassuring the patient
in the patient case and even fewer mentioned it in the LBP treat-
ment process description. This was remarkably few considering the
amount of inactivity-based cues presented in patient case. Further-
more, avoidance and catastrophic interpretations of pain have been
associated with the risk of persistent pain [48]. Successful reassur-
ance and delivery of information is important for treatment since
the interpersonal aspects of the health care provider—patient rela-
tionship appear to be critical for treatment outcome and patient
satisfaction [49,50].

The findings in our study showed that guideline recommen-
dations especially about avoiding radiological investigations in
the acute phase and providing patient information or reassur-
ance were relatively poorly followed. This is in line with previous
studies which indicate that compliance with treatment guide-
lines varies among physicians [14-16,51], and that some primary
care physicians do not to comply with evidence based LBP guide-
lines [52,53]. Non-compliance with treatment guidelines has been

Differences in attitudes measured by psychological subscale of the attitudes to back pain scale for musculoskeletal practitioners [32] between groups based on research team
evaluation of the degree to which psychosocial issues were considered in the patient case answer. Descriptive statistics and analysis of variance.

Means and standard deviations

Univariate effects

1. Psychosocial 2. Psychosocial 3. Psychosocial F(2,51) Contrasts (Bonferroni
issues not issues modestly issues well corrected)
considered (N=7) considered (N=28) considered (N=19)

Psychological attitudes 17.4 (4.0) 21.1(3.9) 22.5(3.1) 6.59°, n?2=.12 1<3

* p<.05.
2 Eta squared.
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associated with practitioners’ low confidence in their ability to pro-
vide evidence-based care, desire to avoid conflict with the patient
[19], mistrustin the health care system [54] and clinicians’ attitudes
and beliefs [40,55].

There is ample evidence that psychosocial factors contribute to
the risk of chronic LBP and influence treatment outcome [8,56,57].
In the patient case, plenty of cues of psychosocial risk factors were
presented which enabled the physicians to include them in the
treatment protocol. In the process description, no psychosocial cues
were present which perhaps better reflected to a clinical situation.
It is thus possible that the patient case was not considered as “typ-
ical” by the respondents and the difference in the consideration
of psychosocial issues with the process description was there-
fore so remarkable. It could also be argued whether assessment of
psychosocial risk factors or informing and reassuring patient can
at all be considered as part of the health care process. However,
physicians had included other acts of assessment and treatment in
the process description, for example physical examination (26%)
and medication prescription (59%). It is also possible that other
factors such as organisational, physician-and interaction-based fac-
tors contributed to physician’s reported clinical behaviour [19,58].

There are several limitations to our study. First, the cross-
sectional design of our study should be emphasized when
interpreting the results, which therefore are correlational in nature.
We used the psychological subscale of the ABS-mp questionnaire
to assess attitudes and beliefs of primary care physicians about
LBP although it has originally been developed for chiropractors,
osteopaths and physiotherapists [37] and usefulness of measure-
ment tool for physicians in Finland is unclear. In addition, using a
subscale instead of a whole instrument reduces the reliability of the
measurement. Reliability analysis of the subscale showed satisfac-
tory internal consistency which preliminarily suggests that it might
be a potential tool also for physicians. However, further studies are
needed. We chose this questionnaire because it is conceptualized to
be used in assessing the impact of practitioners’ attitudes on clinical
practice, and because the items of the ABS-mp have been identified
using semi-structured interviews of health care practitioners. On
the contrary, the scales of other measurement tools such as pain
attitudes and beliefs scale (PABS) [59] are originally adapted from
questionnaires which measure patients’ attitudes and beliefs. To
our knowledge, at the time of our study, reliability of the reduced
and adjusted format of PABS measurement tool had not been eval-
uated in a GP population. The number of respondents in our study
was quite small although comparable with other qualitative stud-
ies [14,19,60]. Results cannot be generalized to other providers or
other health care settings, even though the sample can be regarded
as representative of physicians working in health care centres in
Finland [61]. Another limitation is that we were not able to monitor
actual clinical behaviour of physicians. We used self-descriptions of
LBP process and a patient case as proxies even though they do not
always reflect actual behaviour. However, previous studies have
shown that case vignettes can be used as a tool for assessing varia-
tion in clinical practice and that case vignettes provide insight into
physicians’ actual clinical behaviour [62,63].

5. Conclusions

In conclusion, the results of this study indicate that general prac-
titioners in Finland are generally psychosocially oriented in their
attitudes towards LBP and recognise the need for assessment of psy-
chosocial factors. However, this orientation is only partly reflected
in their reports of LBP clinical management. In the process level,
evaluation and treatment of LBP features biomechanical principles.
Clinical behaviour is a complex, dynamic process and insufficiently
explained by explicitly measured attitudes. Especially on the level

of treatment process, it seems that radiological investigations are
over-represented and patient reassurance and other interaction-
based methods are underused as treatment options. This suggests
only partial adherence to evidence based LBP guidelines.
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Appendix A. Patient case

A forty-two year old woman limping her left leg appears at your
emergency room. She reports having suffered from back pain for
four days. The pain started as she was cleaning the windows of her
apartment, but it made her stop the work. The left side of her back
hurts most, but she also feels pain in her left buttock and some
tightness in the upper part of her thigh. In addition, her right wrist
feels numb. The patient reports taking paracetamol and ibuprofen
for the pain, but they have not helped. As you are examining the
patient, you notice that the long muscles next to her lumbar spine
are tense and forward flexion of the back is limited. Tendon reflexes
at lower extremities are symmetrical.

Medical records show that your patient has arterial hyperten-
sion and hay fever, and that she has visited emergency services 15
months earlier because of muscle tension in the neck and shoul-
ders, 12 and 7 months earlier for pain in the right elbow and 3
months earlier for acute lower back pain, for which she received
sick leave from office work. The patient reports that she has tried
to manage her pain by resting and “taking it easy”, and that she
has given up her gym activities concurrently with the findings of
neck-shoulder pain, because she felt exercise was making the pain
problems worse. She also reports socializing less frequently with
her friends, because she feels tired and stressed. Laboratory tests
show elevated liver function tests. An ECG has been conducted a
year earlier because of arrhythmia, but it was interpreted as normal.
Radiological investigations have not been conducted. The patient
is a divorced single mother of two children. She is asking for a
prescription for sleep medication. How do you proceed?
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